Juvenile psoriatic arthritis is defined as an inflammatory arthritis, usually seronegative, beginning before the age of 16 years, associated with psoriasis.' According to this definition, psoriasis may either precede the onset ofarthritis or occur within the subsequent 15 years. The entity has rarely been described despite the fact that the peak age of onset of psoriasis is reported to be between 5 and 15 years with 33% of all cases starting by age 15.2 Indeed, fewer than 150 different subjects with this condition have ever been described.
Our objective was to define this entity further through detailed clinical, laboratory, and radiological evaluation. By presenting the largest immunogenetic analysis of juvenile psoriatic arthritis, we hoped to be able to identify further the genetic mechanisms thought to play a part in its aetiopathogenesis. When possible, the data were compared with those for a well defined cohort of adult patients with psoriatic arthritis, followed up in the same centre, who have been described previously. 3 4 Patients and methods Twenty eight patients entered the study in 8-75 (0-17) years, and of arthritis was 10-7 (1-4-16) years. There was no significant difference in the age of onset for female and male subjects. Psoriasis preceded the arthritis in half the patients (14) , occurred simultaneously with arthritis (±six months) in eight patients (29%), and in six patients (21%) the arthritis preceded psoriasis. A positive family history of psoriasis was present in 18 of 26 (69%) patients, but a positive family history of psoriatic arthritis was much less common (6/26 (23%)). Two patients were adopted and did not know their family history. Six patients (2 1%) had extra-articular features-five (18%) had tendinitis and one (4%) had mouth ulcers. Twenty six (93%) had psoriasis vulgaris and two (7%) had guttate psoriasis. Nail lesions were present in 20 (71%) patients and were more common in male than female subjects (83% v 62-5%). None of the patients had eye disease.
PATTERN OF ARTICULAR DISEASE
The mode of onset was acute in eight patients (29%), but most had a gradual onset of joint disease. The most common presentation was oligoarticular disease with or without back involvement in 12 patients (43%). The second most common pattern of presentation was distal only-that is, distal interphalangeal and proximal interphalangeal joints (table 2) .
Skin and joints flared together in a minority of patients (8/28 (29%)). Distal interphalangeal joint disease occurred in 16 patients (57%), nine of whom had associated dactylitis. The most common course of arthritis was an asymmetric polyarticular disease (12/28 (43%)). No comparison could be made between the groups with psoriasis vulgaris and guttate psoriasis as only two patients had guttate psoriasis. Both were female, one had had juvenile psoriatic arthritis for seven years, whereas diagnosis of juvenile psoriatic arthritis in the other had only been made six months before the study, and no comment can be made about the course of her disease.
LABORATORY DATA Laboratory investigations (table 3) were essentially normal. There was no correlation between haemoglobin concentrations or erythrocyte sedimentation rate and the activity of arthritis. Two patients had a positive rheumatoid factor in low titres-1/80 and 1/320. These patients were seen as adults for the first time. Two patients had positive antinuclear antibody tests (1/160 and 1/80, homogeneous pattern). Table 4 shows the results of HLA typing, which indicated an increased prevalence of HLA-A2 and B17. The increased prevalence of DR7 Hamikon, Gladman, Shore, Laxer, Silverman Thus during a similar follow up period (8-8 years v 9 years), the clinical features were remarkably similar. Although both juvenile and adult psoriatic arthritis were associated with B17, the prevalence of A2 was increased in juvenile psoriatic arthritis, whereas B27, Bw39, and Cw6 were increased in adult psoriatic arthritis. Discussion Psoriasis has been found to affect between 1 and 2% of North American and European white subjects.5 Juvenile psoriatic arthritis, however, originally described by Ansell and Bywaters in 1962,' is considered to be fairly uncommon. Its prevalence has been quoted at 3/100 000, much rarer than juvenile rheumatoid arthritis (66/100 000) or juvenile ankylosing spondylitis (>30/100 000).6 Two studies have outlined the difficulties encountered in the diagnosis of juvenile psoriatic arthritis,7 8 whichmaypartially explain the paucity of published series.7'0
Juvenile psoriatic arthritis has been described as an asymmetric polyarthritis affecting upper and lower limbs, commonly associated with dactylitis. Various differences have been noted between juvenile psoriatic arthritis and the currently recognised patterns of juvenile rheumatoid arthritis. The mode of onset of juvenile psoriatic arthritis is predominantly oligoarticular yet progression to polyarthritis is striking with 82% ofoligoarticular onset arthritis proceeding to polyarthritis compared with only 3040% of children in a corresponding group with pauciarticular juvenile arthritis. One fifth of children had a swollen tendon sheath of a single finger or toe, associated with synovitis of all three finger or two toe joints, compared with the flexor tenosynovitis of juvenile rheumatoid arthritis, which tends to have just proximal interphalangeal joint swelling.7
In one study chronic iridocycitis was seen less commonly-11% of a group with pauciarticular arthritis developed eye disease7 compared with the expected incidence of 22-30% in pauciarticular juvenile rheumatoid arthritis. Another study, however, found chronic iridocycitis in 22% of their 24 patients with definite juvenile psoriatic arthritis." As in juvenile rheumatoid arthritis, chronic iridocyclitis in juvenile psoriatic arthritis was associated with a positive antinuclear antibody test. It has been suggested that antinuclear antibodies, even in the absence of chronic iridocyclitis, imply a poor functional outcome.7
In our group of 28 patients there was a slight female predominance (1-33) as has been described in adult psoriatic arthritis3 (table 6 ).
The most common presentation was that of psoriasis preceding or occurring simultaneously with arthritis, as has been reported in adult juvenile psoriatic arthritis. As noted in other studies the most common type of onset was oligoarthritis with most patients eventually developing an asymmetric polyarthritis. HLA typing showed an increased prevalence of HLA-A2 and B17 and a possible increase in DR7. This differed from the associations found in the cohort of patients with adult psoriatic arthritis from the same clinic, 4 where an increased prevalence of B17, B27, Bw39, and Cw6 was seen with no association with the DR locus. Others, however, have reported the prevalence of DR7 to be greater in adult psoriatic arthritis. '2 Immunogenetics of subsets of juvenile rheumatoid arthritis have been studied extensively and recently reviewed.'3 Early onset pauciarticular disease was associated with HLADRw8, DR5, and A2, whereas polyarticular onset rheumatoid factor positive juvenile rheumatoid arthritis was associated with HLA-DRI and DR4. A rheumatoid factor negative subset of the polyarticular group is possibly associated with DRw8 and DR4. Systemic onset juvenile rheumatoid arthritis is in itself probably a heterogeneous group, and various HLA associations based on small patient groups have been postulated. There does seem to be a moderate association with DR4.'4 Despite the fact that 22/28 of our patients had a pauciarticular onset, HLA-DR5 was notably rare (1/28), indicating that juvenile psoriatic arthritis and pauciarticular juvenile rheumatoid arthritis are distinct entities. Contrary to a previous report,'5 HLA-B8 was not found to be a marker of more severe disease, nor was HLA-B17 a marker for more benign disease.
Owing to the broad definition of juvenile psoriatic arthritis, the referral source of these patients may greatly influence the patients encountered. We believe our patient group is more reflective of most patients with juvenile psoriatic arthritis than some previous series because our patients were referred by both dermatologists and rheumatologists rather than just from a tertiary national hospital for children with severe arthritis.
In conclusion, juvenile psoriatic arthritis seems to be an entity separate from other types of juvenile rheumatoid arthritis as well adult psoriatic arthritis, not only clinically but also on the basis of immunogenetic analysis.
